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Efficacy of Post-Hospital Follow-up with a Heart Failure Nurse Practitioner in Older Adults.
Gabrielle A. Bell RN, BSN, FNP- DNP student

Purpose

Results

The findings of this program evaluation
and accumulated research supports that timely
transitional HF follow-up with and NP who
provides individualized patient education and
early interventions can reduce ER visits, hospital
readmissions and potentially reduce mortality
rates (Carlson et al., 2009; Cuomo et al., 2015;
Delgado-Passler & McCaffrey, 2006; Frazier et
al., 2015; Stauffer et al., 2011).

The project aim was to determine the efficacy of a Nurse
Practitioner (NP)-led heart failure (HF) hospital transitional care
discharge program.

Background
HF is a progressive and debilitating disease that effects millions
of Americans each year. It accounts for high rates of emergency room
(ER) visits and hospitalizations as well as increased morbidity and
mortality (Center for Disease Control and Prevention,
2016). Discharge from an acute hospitalization to the outpatient
setting is a vulnerable transition period when appropriate follow-up is
key to preventing undue exacerbations and re-hospitalization .

Methods
Sixty-three adult patients age 65+ with a diagnosis of HF admitted
to two acute care Southwest Washington hospitals were included
in retrospective chart review and statistical analysis of HF related
ER visits, hospitalizations and re-admissions 3 months pre and
3 months post initial HF-NP follow up visit. Patient had to have been
admitted to either hospital and discharged with transitional follow-up
care with the HF NP within 30 days.

Discussion

On average, patients were seen by the HF-NP within 13
days after discharge. Of the 63 patients, 14 (22%) were
deceased at time of chart review. Among the patients alive at
time of review a significant reduction of 73% in HF related ER
visits and a reduction of 79% in HF related hospitalizations was
observed during the three months post HF- NP visit, when
compared to usual care pre HF-NP. A significant correlation
between number of medications and HF related
hospitalizations was seen.

Next Steps
•
•
•
•

Conduct larger study to validate results
Increase # HF NP providers
Heart Failure NP appointment at discharge
Reduce # of days from DC to F/U appointment
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